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Reply to the Editor: 
It is understandable that Drs. Chachques and Carpen- 
tier take strong issue with my invited letter, given their 
experimental nd clinical experience with skeletal muscle 
assistance. However, the volume of journal verbiage does 
not directly correlate with clinical efficacy. Without ques- 
tion, both experimentally and clinically, skeletal muscle 
fibers can be transformed into fatigue-resistant slow- 
twitch fibers by electrical stimulation. However, anecdotal 
presentation of a case in which a patient has been doing 
well for 10 years after the operation does not replace 
long-term animal studies of improved cardiac perfor- 
mance in heart failure preparations. 
The literature presenting clinical results of direct skele- 
tal myoplasty antedates the majority of experimental work 
on long-term support. The majority of the earlier experi- 
mental work involved construction of auxiliary ventricles 
that provided diastolic counterpulsation a d not direct 
dynamic ardiornyoplasty. Moreover, I stand by my asser- 
tion that tailored aggressive medical therapy stabilizes and 
improves the condition of many patients. Thus survival on 
transplant lists is much improved, so that many patients 
can be removed from the list. 
The clinical exigency of the mid-1990s is to find a 
reliable and effective means of cardiac replacement for 
those individuals whose condition cannot be stabilized 
and who require urgent surgical interverition. A shelf 
item, such as an implantable artificial heart, seems far 
more appropriate than skeletal muscle assistance that 
necessitates conditioning, impedes diastolic function, and 
does not obviate ventricular arrhythmias, which are a 
common mode of death in patients with end-stage con- 
gestive heart failure. 
My comments were not meant to completely debunk 
skeletal muscle assistance. Rather, they were intended to 
strongly state a personal bias that a disproportionate 
amount of time and effort is being channeled toward an 
operation that has not been subjected to controlled stud- 
ies, despite a decade of experience, and conceptually 
cannot be applied to the common clinical circumstance of
medically refractory hemodynamic compromise. 
Norman A. Silverman, MD 
Head, Division of Cardiac and Thoracic Surgery 
Henry Ford Hospital 
Detroit, All 48202-2689 
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Aorta-coronary bypass in patients with coronary 
artery disease who do not have angina: A brief 
follow-up fifteen years after the last case reported* 
That which is most secret is most dangerous. Twenty 
rebellious drums make not so dangerous a noise as a few 
whisperers and secret plotters in corners. The cannon 
does not so much hurt against a wall, as a mine under the 
wall; nor a thousand enemies that threaten, so much as a 
few that take an oath to say nothing. 
X Meditation: Lente et serpenti satagunt occurere 
morbo.t 
Devotions Upon Emergent Occasions, 1624 
John Donne 
To the Editor: 
In 1984 we I reported on 723 consecutive patients 
having a first coronary bypass procedure between Novem- 
ber 1971 and October 1979. Of these patients, 605 (84%) 
had angina within 3 months of study and 118 (16%) did 
not. Our policy z of offering myocardial revascularization 
to individuals with important obstructive coronary athero- 
sclerosis and myocardial ischemia, irrespective of angina, 
dated to the first patient with myocardial ischemia without 
angina. This patient had a Vineberg procedure in October 
1965, one of 160 such myocardial revascularizations done 
by Dr. G. David Hooper in Ottawa. We 3' 4 reported 22 
asymptomatic cases, without operative mortality. Evi- 
dence of myocardial ischemia without angina, even in 
conjunction with abnormal hemodynamic results of exer- 
cise tests, was presented. We stated: "To date the 
Vineberg operation appears to have been reserved for 
*The work from which this study arose was supported in part by 
a grant from the Chief of Research and Development 
(CRAD) of the Department ofNational Defence, which does 
not necessarily agree with the authors' opinions and conclu- 
sions. 
tThey find the disease to steal on insensibly, and endeavor to 
meet with it so. 
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Fig. 1. Late survival after CABG in patients with no angina compared with a contemporary group with 
angina. Only at the 7-year point do the curve values differ significantly: p = 0.03. This difference probably 
has no clinical importance. 
patients with coronary artery disease who suffer from 
angina pectoris which is usually severe. It seems to have 
been assumed that serious myocardial ischemia is invari- 
ably associated with angina pectoris. We wish to challenge 
this concept. ''3 
With the advent of coronary bypass grafting (CABG), 
the facilities for performing such operations at the Na- 
tional Defence Medical Center were inadequate. Some 
patients with important coronary stenosis but no angina, 
together with patients having more conventional disease, 
were referred to what was to become the University of 
Ottawa Heart Institute at the Ottawa Civic Hospital. Our 
subsequent 1984 report I compared 118 patients who had 
no angina with 605 who had this symptom. The mean age 
of the patients having no angina was 45 years. With one 
exception, all were younger than 54 years. Collectively 
they had had 87 myocardial infarcts, and 42% had at least 
moderate abnormalities on ventriculograms. The signifi- 
cant cutoff point for coronary stenosis being 50%, 9% had 
single-, 23% double-, 68% triple-vessel involvement, and 
15% had left main disease also. The CABG operations 
included placing 3.6 grafts per patient, 39 endarterec- 
tomies, and 11 ventricular aneurysm repairs. A retro- 
spective comparison was made between these 118 pa- 
tients and 605 with angina, all belonging to the same 
consecutive series. The mean age of patients with 
angina was 46 years. The patients without angina had 
significantly more prior myocardial infarcts and more 
abnormalities on the ventriculograms; the angina group 
had a significantly higher reoperation rate. The peri- 
operative mortality in the angina group was 0.83%; 
none of the others died. However, there were no 
significant differences between the two groups in age, 
coronary disease severity, results of treadmill testing, 
number of grafted vessels, endarterectomies, ventricu- 
lar aneurysm repairs, perioperative infarcts, or early 
1-year and 5-year graft patency rates. We concluded 
that, with the exception of cardiac ischemia warning, 
our patients without angina, treated surgically, were 
similar in most respects to those in a concurrent series 
of patients having angina as one of the indications for 
operation. We stated that we saw "no good reason why 
the same basic surgical principles of treatment, namely 
relief of coronary stenosis, should not be applied equal- 
ly" to all groups of patients. 1 
Over the years, 125 (23.5%) of the 605 patients with 
angina and 19 (16%) of the 118 patients without angina 
have required CABG reoperation. We l had noted earlier 
the significant difference between the two groups in this 
respect. However, the difference does not appear elated 
to longevity. At the time of our 1984 report, 5 years after 
the last operation, there was no significant difference in 
the number of late deaths, 42 (6.94%) in the angina group 
and 8 (6.77%) in the no-angina group. Recently, surveying 
our total CABG experience, including survival data on all 
patients to January 1995, we were able to construct 5 
survival curves for the 118 patients without angina and the 
605 patients with angina from the previous report (Fig. 1). 
We had noted in 1984 that none of the patients without 
angina died until 4.7 years after operation, whereas 18 of 
the patients with angina had died by this time. However, 
five died of noncardiac auses, and we observed that the 
remaining 13 (2.2% of survivors) had clinical characteris- 
tics indicating that they "comprised a particularly poor 
risk subset of the group with cardiac pain. ''1 Apart from 
this early minor discrepancy, the survival curves for both 
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groups are now quite similar (Fig. 1). We believe that 
these findings reinforce support for our original decision 
to operate on asymptomatic patients with important cor- 
onary stenosis and myocardial ischemia. There seems little 
doubt today that CABG lengthens life, 6 particularly when 
timely, vProlonging the lives of young patients with major 
social responsibilities has always seemed to us a worth- 
while objective and angina, of itself, not a crucial surgical 
determinant. 
Gerald M. FitzGibbon, LRCP&S (Ireland), FRCPC 
Henryk P. Kafka, MD, FRCPC 
Wilbert J. Keon, MD, FRCSC 
National Defence Medical Centre 
University of Ottawa Heart Institute 
Ottawa, Ontario, Canada 
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